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MDS 3.0 RAI User’s Manual (v1.17.1R) Errata (v2) 

Effective July 15, 2022 

 
Issue ID Issue Resolution 

1 On pages 6-30 and 6-31, the NTA 
Comorbidity Score Calculation 
table needed to be updated to 
clarify that the presence of any, a 
combination, or all of Items 
M1040A, M1040B, and M1040C 
add one point consistent with the 
current PDPM GROUPER and 
with the PDPM Technical Report 
(see page 69). 

On pages 6-30 and 6-31, deleted row for M1040B and row for M1040A, 
M1040C. Added row for M1040A, M1040B, M1040C. 
 
Page 6-30 
Other Foot Skin Problems: 
Diabetic Foot Ulcer Code  M1040B 1 

 
Page 6-31 
Other Foot Skin Problems: Foot 
Infection Code, Other Open 
Lesion on Foot Code, Except 
Diabetic Foot Ulcer Code  

M1040A, M1040C 1 

 
Page 6-31 
Other Foot Skin Problems: Foot 
Infection Code, Diabetic Foot 
Ulcer Code, Other Open Lesion 
on Foot Code 

M1040A, M1040B, M1040C 1 

 

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/Downloads/PDPM_Technical_Report_508.pdf
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Issue ID Issue Resolution 

2 In Section I: Active Diagnoses, 
CMS identified concerns 
regarding the assignment of a 
new diagnosis of schizophrenia to 
residents after admission. 

On page I-12, added a bullet under Coding Tips clarifying what practitioners 
should do when they have potentially misdiagnosed residents. 

• In situations where practitioners have potentially misdiagnosed residents with 
a condition for which there is a lack of appropriate diagnostic information in 
the medical record, such as for a mental disorder, the corresponding diagnosis 
in Section I should not be coded, and a referral by the facility and/or the 
survey team to the State Medical Boards or Boards of Nursing may be 
necessary. 

On page I-16, added a supporting example. 

4. The resident was admitted without a diagnosis of schizophrenia. After admission, 
the resident is prescribed an antipsychotic medication for schizophrenia by the 
primary care physician. However, the resident’s medical record includes no 
documentation of a detailed evaluation by an appropriate practitioner of the 
resident’s mental, physical, psychosocial, and functional status (§483.45(e)) and 
persistent behaviors for six months prior to the start of the antipsychotic 
medication in accordance with professional standards. 

Coding: Schizophrenia item (I6000), would not be checked. 
Rationale: Although the resident has a physician diagnosis of 
schizophrenia and is receiving antipsychotic medications, coding the 
schizophrenia diagnosis would not be appropriate because of the lack of 
documentation of a detailed evaluation, in accordance with professional 
standards (§483.21(b)(3)(i)), of the resident’s mental, physical, psychosocial, 
and functional status (§483.45(e)) and persistent behaviors for the time 
period required. 
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October 2019 (R) Page I-12 

I: Active Diagnoses in the Last 7 Days (cont.) 
— Symptoms and abnormal signs indicating ongoing or decompensated disease in the 

last 7 days. For example, intermittent claudication (lower extremity pain on exertion) 
in conjunction with a diagnosis of peripheral vascular disease would indicate active 
disease. Sometimes signs and symptoms can be nonspecific and could be caused by 
several disease processes. Therefore, a symptom must be specifically attributed to the 
disease. For example, a productive cough would confirm a diagnosis of pneumonia if 
specifically noted as such by a physician. Sources may include radiological reports, 
nursing assessments and care plans, progress notes, etc. 

— Listing a disease/diagnosis (e.g., arthritis) on the resident’s medical record problem 
list is not sufficient for determining active or inactive status. To determine if arthritis, 
for example, is an “active” diagnosis, the reviewer would check progress notes 
(including the history and physical) during the 7-day look-back period for notation of 
treatment of symptoms of arthritis, doctor’s orders for medications for arthritis, and 
documentation of physical or other therapy for functional limitations caused by 
arthritis. 

— Ongoing therapy with medications or other interventions to manage a condition that 
requires monitoring for therapeutic efficacy or to monitor potentially severe side 
effects in the last 7 days. A medication indicates active disease if that medication is 
prescribed to manage an ongoing condition that requires monitoring or is prescribed 
to decrease active symptoms associated with a condition. This includes medications 
used to limit disease progression and complications. If a medication is prescribed for 
a condition that requires regular staff monitoring of the drug’s effect on that condition 
(therapeutic efficacy), then the prescription of the medication would indicate active 
disease. 

• It is expected that nurses monitor all medications for adverse effects as part of usual 
nursing practice. For coding purposes, this monitoring relates to management of 
pharmacotherapy and not to management or monitoring of the underlying disease. 

• In situations where practitioners have potentially misdiagnosed residents with a 
condition for which there is a lack of appropriate diagnostic information in the medical 
record, such as for a mental disorder, the corresponding diagnosis in Section I should 
not be coded, and a referral by the facility and/or the survey team to the State Medical 
Boards or Boards of Nursing may be necessary. 

• Item I2300 Urinary tract infection (UTI): 
— The UTI has a look-back period of 30 days for active disease instead of 7 days. 
— Code only if both of the following are met in the last 30 days: 

1. It was determined that the resident had a UTI using evidence-based criteria 
such as McGeer, NHSN, or Loeb in the last 30 days, 
AND 

2. A physician documented UTI diagnosis (or by a nurse practitioner, physician 
assistant, or clinical nurse specialist if allowable under state licensure laws) in 
the last 30 days. 
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I: Active Diagnoses in the Last 7 Days (cont.) 
4. The resident was admitted without a diagnosis of schizophrenia. After admission, the resident 

is prescribed an antipsychotic medication for schizophrenia by the primary care physician. 
However, the resident’s medical record includes no documentation of a detailed evaluation 
by an appropriate practitioner of the resident’s mental, physical, psychosocial, and 
functional status (§483.45(e)) and persistent behaviors for six months prior to the start of the 
antipsychotic medication in accordance with professional standards. 

Coding: Schizophrenia item (I6000), would not be checked. 
Rationale: Although the resident has a physician diagnosis of schizophrenia and is 
receiving antipsychotic medications, coding the schizophrenia diagnosis would not be 
appropriate because of the lack of documentation of a detailed evaluation, in accordance 
with professional standards (§483.21(b)(3)(i)), of the resident’s mental, physical, 
psychosocial, and functional status (§483.45(e)) and persistent behaviors for the time 
period required. 
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Table 16: NTA Comorbidity Score Calculation 

Condition/Extensive Service MDS Item Points 
HIV/AIDS  N/A (SNF claim) 8 

Parenteral IV Feeding: Level High  K0510A2, 
K0710A2 7 

Special Treatments/Programs: Intravenous 
Medication Post-admit Code  O0100H2 5 

Special Treatments/Programs: Ventilator or 
Respirator Post-admit Code  O0100F2 4 

Parenteral IV Feeding: Level Low 
K0510A2, 
K0710A2, 
K0710B2 

3 

Lung Transplant Status  I8000 3 
Special Treatments/Programs: Transfusion Post-
admit Code  O0100I2 2 

Major Organ Transplant Status, Except Lung  I8000 2 
Active Diagnoses: Multiple Sclerosis Code  I5200 2 
Opportunistic Infections  I8000 2 
Active Diagnoses: Asthma  COPD  Chronic Lung 
Disease Code  I6200 2 

Bone/Joint/Muscle Infections/Necrosis - Except: 
Aseptic Necrosis of Bone  I8000 2 

Chronic Myeloid Leukemia  I8000 2 
Wound Infection Code  I2500 2 
Active Diagnoses: Diabetes Mellitus (DM) Code  I2900 2 
Endocarditis  I8000 1 
Immune Disorders  I8000 1 
End-Stage Liver Disease  I8000 1 
Narcolepsy and Cataplexy  I8000 1 
Cystic Fibrosis  I8000 1 
Special Treatments/Programs: Tracheostomy Care 
Post-admit Code  O0100E2 1 

Active Diagnoses: Multi-Drug Resistant Organism 
(MDRO) Code  I1700 1 

Special Treatments/Programs: Isolation Post-admit 
Code  O0100M2 1 

Specified Hereditary Metabolic/Immune Disorders  I8000 1 
Morbid Obesity  I8000 1 
Special Treatments/Programs: Radiation Post-admit 
Code  O0100B2 1 

Stage 4 Unhealed Pressure Ulcer Currently Present1 M0300D1 1 
Psoriatic Arthropathy and Systemic Sclerosis  I8000 1 
Chronic Pancreatitis  I8000 1 
Proliferative Diabetic Retinopathy and Vitreous 
Hemorrhage  I8000 1 
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Condition/Extensive Service MDS Item Points 
Other Foot Skin Problems: Foot Infection Code, 
Diabetic Foot Ulcer Code, Other Open Lesion on 
Foot Code 

M1040A, M1040B, 
M1040C 1 

Complications of Specified Implanted Device or 
Graft  I8000 1 

Bladder and Bowel Appliances: Intermittent 
Catheterization  H0100D 1 

Inflammatory Bowel Disease  I1300 1 
Aseptic Necrosis of Bone  I8000 1 
Special Treatments/Programs: Suctioning Post-
admit Code  O0100D2 1 

Cardio-Respiratory Failure and Shock  I8000 1 
Myelodysplastic Syndromes and Myelofibrosis  I8000 1 
Systemic Lupus Erythematosus, Other Connective 
Tissue Disorders, and Inflammatory 
Spondylopathies  

I8000 1 

Diabetic Retinopathy - Except: Proliferative 
Diabetic Retinopathy and Vitreous Hemorrhage  I8000 1 

Nutritional Approaches While a Resident: Feeding 
Tube  K0510B2 1 

Severe Skin Burn or Condition  I8000 1 
Intractable Epilepsy  I8000 1 
Active Diagnoses: Malnutrition Code  I5600 1 
Disorders of Immunity - Except: RxCC97: Immune 
Disorders  I8000 1 

Cirrhosis of Liver  I8000 1 
Bladder and Bowel Appliances: Ostomy  H0100C 1 
Respiratory Arrest  I8000 1 
Pulmonary Fibrosis and Other Chronic Lung 
Disorders  I8000 1 

1 If the number of Stage 4 Unhealed Pressure Ulcers is recorded as greater than 0, it will add one point to the NTA 
comorbidity score calculation. Only the presence, not the count, of Stage 4 Unhealed Pressure Ulcers affects the 
PDPM NTA comorbidity score calculation. 

STEP #2 

Calculate the resident’s total NTA score using the table above. To calculate the total NTA score, 
sum the points corresponding to each condition or service present. If none of these conditions or 
services is present, the resident’s score is 0. 

NTA Score: _____ 
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